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Abstract
Aim: Road traffic accident has become a menace in today’s expanding era. The traumatic 
injury caused due to such accidents hampers the normal life of the patients. These 
injuries are very dangerous and may even possess threat to life. These injuries often 
result in deep lacerations with tissue loss giving rise to ugly scar and even marked facial 
disfigurement. Surgical esthetic primary closure of soft tissue laceration is a challenge for 
oral and maxillofacial surgeon. The aim of this commentary is to present a case report 
of a 19-year-old female patient with lacerated wound in the midface region which had 
a coincidental resemblance to a modified Weber Ferguson incision. Conclusion: An 
uncommon resemblance of a traumatic laceration with well-known Weber Ferguson 
incision and its management has been discussed in this report. Clinical Significance: 
Clinical alikeness of such incision is a rare entity, and the importance of early esthetic 
primary closure of this ugly injury is an important treatment aspect for the maxillofacial 
surgeons.
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Introduction
Road traffic accidents are a major etiology which produces a 
major mortality and morbidity in patients life.[1] Facial lacerations 
are quite common in view of road traffic accidents. Laceration of 
the face can occur in isolation, extend deep to involve the deeper 
soft tissues and even deeper to involve the facial skeleton.[2] A 
laceration can be defined as irregular tear-like wound caused by 
some blunt trauma.[3] Lacerations can be superficial involving 
only skin or it may be deep involving the muscles.[4] Here, we 
present a rare case of a traumatic injury to a female patient, 
and it resulted in a deep facial laceration of the midface which 
had a resemblance with the Weber Ferguson incision having 
Dieffenbach modification.
Case Report
A 19-year-old female reported to the department of oral and 
maxillofacial surgery following a road traffic accident. The patient 
was conscious, cooperative, well oriented to time, place, and 
person. Glasgow coma scale was 15/15. No history of vomiting, 
no bleeding from ear, nose or throat. Clinical examination 
revealed a laceration measuring approximately 7 cm*4 cm in 
dimension present at the left midface region. The laceration 
extended from the philtrum of the upper lip, ascending upward 
along the philtrum, then extending laterally along the nasal ala 
up to 1 cm below the bridge of the nose, then extending more 
laterally along the second crease of the lower left eyelid. It was 
a full-thickness laceration in which there was degloving injury, 
and the underlying bone was exposed along with the soft tissue 
flap. Entire soft tissue flap got reflected due to trauma, which 
coincidentally looked like Weber Ferguson incision [Figure 1].
Other systemic examination was under normal limit and no 
associated medical signs and symptoms were present. A treatment 
plan of emergency flap closure was made and care was taken, not to 
injure any neurovascular bundle. Local wound debridement was 
done with betanin and saline, local anesthesia was administered, 
and hemostasis was achieved. After approximating the flap, 
layer-wise closure of the wound was done. Three-layered closure 
mucosa, muscle, and epithelium were performed. The mucosa 
and muscle were sutured with 3.0 vicryl individually and skin was 
sutured with 5.0 ethilon [Figure 2]. The patient was placed on 
antibiotic for 5 days. The patient was followed up for a week after 
which suture removal was done [Figure 3].
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Discussion
The face is an important part of the body which serves 
as key for the identification of an individual.[5] The face 
comprises several organs and esthetic units. Disfigurement 
following trauma can be detrimental to the socioeconomic and 
psychological status of the patient.[2] Road traffic accident is the 
most common etiology of such trauma.[6] Midface is the most 
common site which possesses this laceration.[2] A laceration is 
a wound that is produced by tearing of soft body tissues. This 
type of wound is often irregular and jagged. A laceration wound 
is often contaminated with bacteria and debris from whatever 
object caused the cut.[7] Laceration can be further classified 
as cut laceration, degloving laceration, perforated laceration, 
split laceration, stretch laceration, and torn laceration.[6] In our 
case report, it was a degloving lacerated wound of the midface 
which coincidentally looked like Weber Ferguson incision with 
Dieffenbach modification which is usually placed for maxillary 
tumor surgeries. Lacerations can be managed by primary 
closure; it means closure of the wound at first presentation. 
Lacerations can also be managed by delayed primary closure 
for the wounds that are contaminated or contain devitalized 
tissues. The wound is left open for 3–5 days for observation to 
determine if infection is present or if the tissues are devitalized, 
regular inspection and debridement after waiting for 3–5 days 
and refreshening the wound edges and then doing a primary 
closure.[8] It was thought that closure of the wound at the earliest 
presentation gives less chances to infection to thrive and better 
closure is achieved, and the concept of golden or safe period 
was a popular idea of yesteryears[9] but with a lot of evidence-
based studies there is no supporting evidence for the effect of 
delayed wound closure on infection rates following laceration 
repairs.[10] Primary closure was done in this present case. It was 
a serendipity that the laceration in the present case was akin 
with Dieffenbach modification of Weber Ferguson incision. The 
history of Weber Ferguson incision has many controversies, 
Figure 1: Laceration similar to modified Weber Ferguson incision
Figure 2: Immediate post-operative closure of the wound Figure 3: After 1-week post-operative
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and literatures are diverse. According to Fernandes R this 
incision was first described by Gensoul in 1983,[11] and later 
popularized by Weber and Fergusion. Few authors believe 
that it was described by Weber in German literature and later 
modifications were done by Fergusson in English literature while 
other conflicting literature is that William Fergusion described 
this technique and Weber O has described the mandibular 
procedure. The Weber Ferguson is used for better accessibility 
for the maxillary and orbital lesions.[12,13] The steps in Weber 
Fergusson incision are to mark the incision line on the face which 
begins as a vertical incision which is made through the upper lip 
in the philtrum from the nasolabial groove to the vermillion 
border. Lower end is extended to the midline and then vertically 
in the midline through the buccal mucosa to the gingiva buccal 
gutter. Upper lip is completely divided. External skin incision is 
extended transversely from the upper end of the lip incision in 
the nasolabial groove to beyond the nasal ala and then superiorly 
along the nasofacial groove to the lower eyelid. The lateral nasal 
incision should be raised and placed in the nasal side wall at the 
junction of the nasal subunit. Once the medial canthal region 
is approached, the incision may be extended lateroinferiorly 
to the lower eyelid in one of the creases which is called the 
Dieffenbach’s modification.[14] Many surgical modifications have 
been made such as subciliary and transconjunctival. Many other 
surgeons have modified the classical technique, which include 
modification by Rajasekhar, Bhavana, and Andi.[14-17] However, 
such a traumatic laceration is hardly mentioned in literature as 
in our case.
Conclusion
Facial lacerations are the most common type of wound which 
a maxillofacial surgeon comes across. Proper clinical examination 
and treatment planning, time management plays a crucial role in 
the recovery of the patient. Esthetic closure of these injuries is 
very important as face is a unit of identification and is essential 
for psychosocial well-being of the individual.
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